
born after the seventh month. That is a wonderful result,
probably unequaled. It certainly is not equaled by that
practitioner who turns the babies around and draws them
out by the feet when nature started them by the head. His
mortality was nearly 8 per cent. Now, if a gross mortality
of 2.5 per cent, can be accomplished by means of intelligent
antenatal care and by means of conservative—we might say
old-fashioned—methods of obstetric practice, we see no reason
for introducing new methods carrying 8 per cent, mortality.
Dr. Edward A. Schumann, Philadelphia : One of the

great problems underlying antenatal hygiene, in our great
centers of population, is that of the young woman illegiti¬
mately pregnant, with a low standard of mentality, and
afflicted with venereal disease. In Philadelphia we have just
established a prenatal clinic at the Philadelphia General
Hospital, which I think is destined to begin at least to solve
this problem. The clinic is conducted much as any other
prenatal clinic, but there is in constant attendance on clinic
days a psychiatrist and a technician from the laboratory of
the hospital. Any case presenting the slightest evidence of
mental abnormality is studied coincidently and concurrently
by the psychiatrist and the obstetrician ; the necessary labora¬
tory work is done. We get a report quickly. The institu¬
tional care in mental deficiency cases can be carried on coin¬
cidently with ordinary prenatal care. We hope great things
for this clinic, although not much has been accomplished yet.
Dr. Hugo Ehrenfest, St. Louis : The majority of phy¬
sicians are more interested to know how far these very
interesting rules for proper prenatal care as carried out by
public clinics can be applied to private practice. Of course,
there are distinct differences in the prenatal care of the
private patients ; however, the general principles as laid down
by Dr. Beck should be followed. Under present housing con¬
ditions people are forced more and more to seek hospital
accommodations for confinement. With the limitation of
such accommodations in all larger cities, obstetric patients
are forced to apply to their physician rather early in preg¬
nancy. Probably 75 per cent, of my patients appear in the
office about the third or fourth month of pregnancy. This is
a factor which has some very important bearing on present
day successful prenatal care also in private work. Outside
of this rather beneficial effect on proper prenatal care, I
have observed another influence of the housing problem, and
that is on the development of hyperemesis. Young married
couples are crowded into the so-called efficiency apartment,
one or two rooms with a kitchenette off the supposed-to-be
dining room. These women at the beginning of a pregnancy
are forced to do their own cooking and smell the kitchenette
odor while they are eating. I think that this represents an
interesting and important factor in exaggerated vomiting now
observed by me in more cases than ever before. It is a
difficult problem to handle. I have made it a routine as soon
as these patients begin to vomit to put them in a hospital
under the care of the dietitian. Occasionlly I used a little
bromid. In the main, all we have to do is to serve these
patients very small meals at short intervals. It is remark¬
able how quickly they will get over the nausea and begin
to eat. We test them out on bigger meals and let them go
home. This, to my mind, is a very interesting observation
in view of the unsettled state of the nausea question. In
private practice the Wassermann test as a routine is neither
desirable nor necessary.
• Dr. Alfred C. Bf.ck, Brooklyn : Concerning the Wasser¬
mann reaction, our experience has been similar to that of
Dr. De Lee. Recently I drew attention to the fact that in
all probability we were being misled even in normal preg¬
nancy cases by the Wassermann test. It is hard to say what
we should do with the patients who have two positive Was¬
sermann reactions and no other evidence of syphilis. Is it
desirable to take the risk of having a child born with syphilis
because we dislike to use intensive treatment in such cases?
Dr. Schumann's suggestion is a very good one, and I hope
that we may be able to get the cooperation of the depart¬
ment of psychiatry in our cases. With regard to nausea and
vomiting: In all my work with clinic cases, I have noticed
that the tendency toward this condition is very much less
than with the private patients. So that while we have not

had these cases in the clinic, I certainly have had them in
my private practice. But when these measures are used
prophylactically, it does not cut down the incidence of the
really troublesome cases.

THE REMOVAL OF BILE AND BLOOD
FROM THE URINE

IN PERFORMING THE PHENOLSULPHONEPHTHALEIN
TEST OF RENAL FUNCTION

C. SIDNEY BURWELL, M.D.
AND

CHESTER M. JONES, M.D.
BOSTON

As the phenolsulphonephthalein test for estimating
renal function is based on a colorimetric determination,it follows that foreign coloring matter in the urine intro-
duces an error, and that any considerable amount of
coloring matter vitiates the test. Bile and blood are the
two common sources of color in the urine that render
the method inaccurate. Rowntree and Geraghty1
observed that the urine could be rendered free of bile
pigments, without the loss of phenolsulphonephthalein,
by the addition of basic lead acetate, and subsequent
filtration. The addition of basic lead acetate, however,
does not precipitate hemoglobin from aqueous solution,2
and no method has been as yet suggested which makes
the test serviceable in the presence of hemoglobin.The method here described does, however, remove
both bile and blood. It consists in the precipitation ofbile and blood by zinc acetate, and their removal byfiltration. This procedure permits practically 100 per
cent, of the phenolsulphonephthalein to remain in the
filtrate. This modification of the usual phenolsul¬
phonephthalein test is extremely simple, and should
prove particularly applicable to cases of choluria and
hematuria in which a study of the renal function is
indicated.
The modified test is tifus performed : Phenolsul¬

phonephthalein solution (1 c.c.) is injected into thedeltoid muscle in the usual manner, and the urine col¬
lected after the usual interval of two hours and ten min¬
utes. This specimen of urine is diluted up to 500 c.c.with tap water. To 20 c.c. of this diluted urine are
added 20 c.c. of a saturated alcoholic solution of zinc
acetate, which precipitates out bilirubin and hemoglo¬bin. Red cells are carried down with the precipitate.Filtration yields a clear solution, now free of bile pig¬
ments and hemoglobin. Twenty cubic centimeters of
this clear filtrate is made alkaline with 5 c.c. of
saturated sodium hydroxid solution to bring out thefull color of the dye, and made up to 40 c.c. with tap
water. This solution is clear and is read directly
against a known standard solution of phenolsul¬
phonephthalein. In order to correct for dilution, the
percentage reading is multiplied by 2.
In order to establish the accuracy of this method it

was necessary to show that the phenolsulphonephthalein
was not removed by treating the urine with zinc acetate,
and that bile and hemoglobin were entirely removed.
The following determinations were accordingly made :

From the Medical Clinic of the Massachusetts General Hospital.
1. Rowntree, L. G. and Geraghty, J. T.: An Experimental and Clin-

ical Study of the Functional Activity of the Kidneys by Means of Phenol-
sulphonephthalein, J. Pharmacol. & Exper. Therap. 1: 579, 1919-1910.

2. Hammarsten, O., and Hedin, S. G.: A Text Book of PhysiologicalChemistry, New York, 1914, p. 281.
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Known amounts of phenolsulphonephthalein were
added to (1) distilled water; (2) normal urine; (3)
urine from deeply jaundiced patients ; (4) normal
urine to which bile had been added; (5) urine, from
patients with marked hematuria, and (6) normal urine
to which laked and fresh blood had been added. The
method as described above was applied to each prepara¬
tion, with these results :
1. In each case the loss of phenolsulphonephthalein,

when the final filtrate was compared with a standard in
the Duboscq colorimeter, was so small as to be negli¬
gible.
2. In those preparations containing bile, all traces of
bilirubin had been removed, as demonstrated by the
iodin test for bile.
3. In those preparations containing blood, all traces
of hemoglobin or hemoglobin derivatives had been
removed, as shown by the absence in the final filtrate
of characteristic spectroscopic absorption bands.
4. All the resulting filtrates were clear.
5. In every case the final filtrate could be read
directly and satisfactorily against standard solutions of
phensolsulphonephthalein.

DIAGNOSTIC AND THERAPEUTIC POINT
IN RETROCALCANEAN BURSITIS

A. L. NIELSON, M.D.
HARLAN, IOWA

Retrocalcanean bursitis was first described by
Albert,1 in 1893, under the term achillodynia. He
reported a number of typical cases, but did not deter-
mine the pathology of the condition. R\l=o"\ssler,2 in 1895,
by operation and dissection, found the true cause of the
disease to be an inflammation of the bursa lying
between the insertion of the Achilles tendon and the
tuberosity of the os calcis.
This bursa is subject to the usual affections of bursae

in general. Of special infections, tuberculosis occurs,
and when it does occur, it extends to the bone quite
readily, owing to the thinness of the bursal wall in its
anterior and upper aspects. Gonorrheal infection
attacks this bursa, as do rheumatic infections. In
chronic infections of the bursa, there is a thickening
of the bursal endothelial lining. There may be car-
tilaginous hypertrophy and periostitis, with formation
of exostoses. Effusion is rare. Direct infection by
puncture wounds may occur.
The causation of disease of this bursa may be classi¬

fied as: (1) functional, (2) traumatic and (3) bacterial.
Overuse of the foot, too much walking, the trauma inci¬
dent to pressure of shoes, usually too short shoes, are
etiologic factors in most cases. Bacterial infection is
chiefly metastatic, the disease being, on this account,
very often bilateral.
Pain is localized at the junction of the Achilles tendon

and the os calcis. This pain is only on motion ; rest
relieves, and there is more comfort with the foot
everted and the leg rotated outward. There may be
tenderness over the bursa, and often there is an appre¬
ciable swelling or a doughy mass on each side of the
Achilles tendon. I wish particularly to emphasize adiagnostic point which is also valuable as a therapeutic

Albert, E.: Achillodynie, Wien. med. Presse 34: 41-43, 1893.
2. R\l=o"\ssler: Zur Kenntniss der Achillodynie, Deutsch. Ztschr. f.Chir. 52: 274-291, 1895.

measure. This was suggested by J. B. Murphy.8 The
pain in disease of this bursa is due to the pinching of
the inflamed and enlarged bursa, between the Achilles
tendon and the os calcis, on flexion of the ankle. This
is logical ; and is proved by the fact that removing this
pressure on the bursa, by rest, resection of the bursa
or by any other means will relieve the pain. Then, if in
any suspected case removal of this pressure relieves the
pain, we may conclude that retrocalcanean bursitis is
the condition with which we are dealing. This is
accomplished by putting the patient on high heels,
mechanically increasing the distance between the ten¬
don, just above its insertion, and the os calcis, thus
giving more room to the bursa and preventing the
pinching of the bursa between tendon and bone, as
occurs in ordinary flexion of the ankle. I have had a
three-fourths inch rubber heel fitted on the ordinarylow-heeled shoes, without removing any of the leather
heel. Roentgen-ray findings are negative in the absence
of exostoses.
Treatment of this condition, aside from the foregoingmethod, is surgical removal of the bursa. The presenceof long continued inflammation, cartilaginous bodies,

or exostoses require operation. Careful fitting of shoes
is necessary to prevent pressure of the shoe on the
heel over the bursa. Local treatment is of little value.
'Robert Jones 4 reports results with actual cauterization
of the bursa, by inserting a heated needle into the bursa.
Various injections into the bursa have been tried.

REPORT OF CASE
History.—B. K., a boy, aged 11, examined Feb. 1, 1921,
whose family history was negative and who had had measles,
mumps, recurrent tonsillitis for five years, tonsillectomy one
year before, and several attacks of bronchitis during the last
four winters, began noticing pain, ten months before I saw
him, in the left heel on walking. The pain gradually became
more severe, until it almost prevented him from walking. Itdid not bother when the feet were at rest. Under a diagnosis
of suspected tuberculosis of the os calcis, he was kept off his
feet for about five months. On beginning to walk again thepain recurred. Two months before I saw him a similar painbegan in the right heel.
Physical Examination.—The boy was fairly well nourished.
The facies suggested adenoids. Roentgen-ray examination
revealed apparently a cyst in the anterior part of the os calcis
of the left foot. The heel and the right foot were negative.An irregular shadow just apart from the lower border of the
os calcis helped to make the former diagnosis of probabletuberculosis. This shadow was the epiphysis of the os calcis,
which appears about the age of 10 years and unites with thebody of the bone at about 15.
Treatment and Course.—A three-fourths inch heel wasadded to the ordinary heel of the shoes. Immediately thepatient was free from pain on walking and has continued so.He now goes to school, and is as active as the average boy ofhis age, with no trouble with the heel. There is still, fourmonfhs after beginning the raised heels, slight tenderness

on pressure over the left bursa, and when walking barefoot henotices pain in the left heel. The right heel gives no symp¬toms, even without the raised heel.
3. Murphy Clinics 4:505 (June) 1915.
4. Jones, Robert: Diseases of the Bones and Joints.

Organization of Hospital Social Service.—It is desirable thatthe fundamental principles of function, policy, and organizationof social service in hospitals and dispensaries should receivethe official endorsement of national bodies concerned withthese fields of service. Uniform, consistent, and unretardeddevelopment will thus be promoted, and hospitals enteringinto social service activities will find available guidance.—Hospital Social Service 3:7, 1921.
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